. A, CT view of the abdomen showing a lesion with radiopaque marker in the first, second, and third parts of the duodenum. B, Upper GI endoscopic view showed a gauze piece with ulcer in the first part of the duodenum. C, Gauze piece was pulled into the antrum with rat-tooth forceps. D, Emergence of gauze piece from the duodenum and impaction at midesophagus. E, Removal of gauze piece through laparoscopic gastrostomy. F, Removal of gauze piece through laparoscopic gastrostomy. G, Postoperative upper GI endoscopic view showing a large excavated ulcer in the anteroinferior wall of the first part of the duodenum.
Gossypiboma is a term used to denote a mass of cotton material, usually gauze, sponges, and towels, that are inadvertently left in the body cavity at the end of a surgical operation. A retained piece of cotton material evokes an exudative reaction, which leads to the formation of abscesses. Fibrotic reaction leads to adhesions and mass lesions. Sometimes gossypiboma can migrate into bowel lumen with or without persistent opening in intestinal wall. Rarely, gossypiboma migrates into the bowel lumen without leaving any opening in the intestinal wall.
A 35-year-old woman presented because of right upperquadrant abdominal pain for the past 3 months and vomiting for the past week. She had undergone open cholecystectomy 5 months earlier for symptomatic gallstone disease. A firm nontender lump was palpable in the right hypochondrium. Contrast-enhanced abdominal CT showed a heterogenous lesion with a metallic marker in it, in the first, second, and third parts of duodenum, suggestive of gossypiboma (Fig. 1A) . Upper GI endoscopy showed a gauze piece in the first part of the duodenum and an ulcer near it (Fig. 1B) . The endoscope could not be negotiated beyond the gauze piece. Laparoscopic removal was discussed with the surgeon. The surgeon was reluctant to do a laparoscopic duodenotomy for a luminal gossypiboma without leak of oral contrast at the site of lesion on abdominal CT. He suggested that it could be removed endoscopically with surgery as a backup. Endoscopic removal of the gauze piece was planned (Video 1, available online at www.VideoGIE.org). The gauze piece was caught with a rat-tooth forceps and continuous traction was applied to pull it out (Fig. 1C) . The traction with the rat-tooth forceps was not enough to pull it out. It was caught with a snare and pulled out. With a jerk, it came up to the middle part of the esophagus and became impacted (Fig. 1D ). Further withdrawal was not possible because of the disproportionately large gossypiboma. We tried to push it back, but it could not be pushed back by the endoscope. The surgeon was informed about the possibility of gossypiboma extending from the duodenum to the esophagus, and urgent laparoscopic removal was planned. At the time of laparoscopy, the gauze piece was found in the stomach alone (Figs. 1E and F) . Intraoperative endoscopy showed a large excavating ulcer in the anteroinferior wall of the first part of the duodenum (Fig. 1G) . No perforation was noted.
Endoscopic removal can be attempted for a luminal gossypiboma without a fistula tract or extraluminal leak of contrast medium. In a case of endoscopic removal, if impaction occurs, laparoscopic assistance can be used. In this case, endoscopic removal of a gossypiboma from the duodenum to the stomach made this a more convenient procedure for laparoscopic removal of the gossypiboma.
